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INTRODUCTION
Superficial and deep neck infections are still observed despite early admission of patients, early diagnosis and treatment and common usage of broad spectrum antibiotics in clinical practice. The identification of the potential microbial agents and the anatomical gaps in the head and neck region, the fascia planes, and the relationship of these anatomical structures are the most important points in the management of neck infections (1) . Most common cause of deep neck infections are odontogenic in adults and upper respiratory tract infections in children (2) . Deep neck infections are usually seen in anatomical spaces of the neck like parapharyngeal or retropharyngeal space, but rarely seen in the cranial regions such as the temporal fossa.
Temporal fossa infections are a clinical condition characterized by the inflammation of the superficial and deep region of temporal space. Superficial temporal fossa extends superiorly to the pericranium, lateral to the temporalis muscle, and medial to the temporoparietal fascia; and deep temporal fossa is located between temporal fascia and temporal bone (3). Temporal fossa infections arise commonly from head trauma, hair and scalpinduced causes, and otological reasons, as well as odontogenic origin (4) . Temporal fossa infections and abscess can be complicated by osteomyelitis, mediastinitis and meningitis if the disease is not treated properly (5) . Temporal fossa abscess are located superior to zygomatic arch and posterior to the lateral orbital rim. According to its size, the abscess may extends to the masseter region or crosses temporal bone and extends to the parietal, frontal, and occipital bone (6) . The treatment of temporal fossa abscess consists of drainage of abscess and treatment of odontogenic source with wide spectrum of appropriate antibiotherapy. In this case report; the diagnosis and treatment plan of the patient with a large temporal fossa abscess originating from odontogenic origin is shared.
CASE REPORT
A 42-year-old female patient was admitted to the Department of ENT of Eskişehir Yunus Emre State Hospital with complaints of pain in the left temporal region, trismus, fever and malaise. She had dental problems but did not care and had no treatment then her complaints were increased over the past week. On physical examination; approximately 9 -10 cm sized abscess was found in the parietal and frontal region filling the entire temporal fossa in the left temporal region. Trismus was present, oral hygiene was bad, there was infected tooth decay in upper left molar tooth. The general condition of the patient was serious, sluggish and fever of 38.7 ° C. Elevated WBC level with 14.6 10'3 / uL, elevated sedimentation rate with 30 mm / hr and elevated CRP level with 27.4 mg / L were found in the laboratory study. The patient was hospitalized and surgical abscess drainage and parenteral antibiotic treatment were planned.
The patient was empirically treated with parenteral sulbactam ampicillin (3 g IV every 6 hours) and clindamycin ( 600 mg IV every 6 hours ) antibiotherapy and paracetamol with antipyretic and anti-inflammatory treatment and surgical preparation planned. There was an abscess with a size of approximately 95 * 20 mm extending from the base of the left temporal region to the level of the parietal central semi-ovale, extending to the left ventricular region and having a size of about 25 * 15 mm at this distance on contrast-enhanced CT in the radiological examination ( Figure 1 ). The cavity was thoroughly cleaned, washed and drained. Enterococcus faecalis was present in the abscess culture and piperacillin was replaced with tazobactam sodium in the antibiotherapy regimen. Drain was removed the next day and antibiotherapy was completed in 10 days. WBC level was reduced to 7.43 10'3 / uL, and the sedimentation values normalized with CRP and status of patient was improved. The abscess was completely resolved, and there was some inflammation only in the temporalis muscle and in the masticator muscles in the control CT (Fig 3) . The patient's complaints improved, the trismus passed after treatment and patient was discharged with no sequele. The patient was directed to the dentist for the treatment of the odontogenic infection source.
DISCUSSION
Odontogenic infections can be associated with many complications in the head and neck area, and it forms the majority of maxillofacial infections (7). Temporal fossa infections and abscess; usually caused by maxillary sinusitis, maxillary sinus fractures, temporomandibular arthroscopy, injections, otological and scalp-induced causes. Infections involving the temporal region and temporal abscess have been reported after tooth extraction, odontogenic infections (3, 8) .
When the dental-induced temporal fossa infections are examined in the literature, they are seen in an average age of 40 years. In most cases, temporal fossa abscess was seen after maxillary molar teeth infection or extraction and almost all cases required surgical approach (3). Our case is consistent with the literature both in terms of age and treatment approach. Pain, fever, swelling, weakness, decreased mouth openness due to myofasciitis, swallowing impairment could be seen in temporal fossa infections, and all of these clinical symptoms were present in our case.
The diagnosis of temporal fossa abscess is easily established by history, physical examination and simple laboratory examinations. CT examination is useful and necessary for the detection of the airway condition in a possible respiratory complication or emergency surgical plan (9) . Quick and easy applicability and the ability to examine detailed anatomical details are other benefits of CT.
If the temporal fossa abscess is not diagnosed and treated quickly and appropriately, it may progress and show many complications. The anatomical relations should be kept in mind when creating a treatment plan due to the proximity of the masseteric and the zygomatic region and the infratemporal fossa. Treatment of temporal fossa abscess consists of both parenteral antibiotherapy and abscess drainage. Penicillin, cephalosporin, macrolides are the main treatment options, but the culture results can change the treatment plan. Because of the presence of Enterococcus faecalis in culture of our case, piperacillin was changed to tasobactam sodium and antibiotherapy regimen was organized due to culture result. Because of cosmetic advantages, abscess drainage can be done with a small incision from the scalp in the postauricular area.
